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Executive Summary

I
Background

The First Steps program is a Medicaid program adt@red by the Department of Social and Healtli€es (DSHS)
Health Recovery Services Administration (HRSA) vttt assistance of the Department of Health (DOHdevhal and
Infant Health (MIH) program. First Steps services provided by a network of contracted agenciey@ryecounty
including community health nurses, community healthnkers, registered dietitians, behavioral hegjtecialists,
infant case managers and childbirth educators. Boliic and private agencies including local hepltisdictions,
community and migrant clinics, hospital-based paogs, several tribes and other health social seandéor health
agencies across Washington State have contractgd\ime MSS/ICM services.

The Maternity Support Services/Infant Case ManagertMSS/ICM) Charting and Documentation Project
(Documentation Project) began in 2004 to develapdardized First Steps forms to support statewada collection
and reporting and to improve service delivery. ke requirements were implemented in January 2006ami
intended goal to reassess them one year after mgoiation. In 2007, the Department of Health rethiterling
Associates, LLP, to assist in the review of the doentation Project and to develop a ContinuousiQual
Improvement Model (CQI) to be used by First Stepddture program change endeavors.

Scope and Objectives

After implementation of the new requirements, pn@vider community was asked to provide feedbacviders

raised concerns about the efficiency and effectgsrof the new forms. While significant activitigere undertaken by
DOH to engage service providers, the provider comitydelt it did not receive opportunities for adede input into
the redesign of the new requirements. Since theiggo community is a vital partner with the statedelivering
services to the First Steps customers, the staerobd a need for a more formal process for outraattte provider
community.

This report covers Sterling Associate’s processeaeelop the First Steps CQI model by:
— Assessing past and current efforts to obtain penvinvolvement with First Steps;
— ldentifying gaps and areas of improvement; and

— Establishing a CQI framework and structure thatlma used on an on-going basis to implement, maaage
monitor change.
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Executive Summary (continued)

Post Implementation Review

» The First Steps Documentation Project providesigue opportunity to assess how well a specifiageato the
program was implemented. Further, a post-implentiemaeview (PIR) of the Documentation Project aléothe state
to identify lessons learned and apply them to ianogram change efforts. The results of the PIRewapplied to
development of the CQI model presented in thisntepo

General Themes We Heard

— Providers were asked to identify their challengesking with the First Steps program and with the
Documentation Project. The themes we heard in fgoosp sessions and telephone interviews weresiemar
fLom one groulpl) to another. In addition, feedback-D®ceived prior to the start of the CQI projectnaried these
themes as well.

* Providers identified several problems with the rfemns they would like to see addressed.

e Training was not consistently provided.

« Communication isn’t necessarily provided or acit#sdy all providers.

« Some providers lack access to technology or email.

» First Steps state coordinator roles and respditgbivary based on the positions within a patacagency.
* Providers do not believe a formal “pilot” took pé&ac

* The First Steps program outcomes aren’t clearfyndd or communicated.

* Providers stated that the new forms take sigmfigdonger to complete, although the reimbursentas not
increased to accommodate the increased time.

* Some providers expressed concern that the pugddbe standardization was more of a “training ‘tdot a
small core of providers who weren’t providing coetgl charting information.
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Executive Summary (continued)

Critical
e Criti

Success Factors
cal success factors are those elements #Hratmpede and/or impact the success of any projedtange that is

implemented if not considered and incorporated ihéprocess. In some situations, they may provitggagce to the
project while in other situations, they may be edets that drive the project planning and desigetli&y Associates
identified the critical success factors listed belmased on our overall analysis of the First Sggpgram and the

Doc
1.
2.

3.

4.

5.
Finding
» The

umentation Project materials and information.
A project plan and project foundation are essdigld early in the project.

Expectations are clearly defined at the beginoirtipe project, and as the project progressesraneé becomes
known or changed, expectations are refined as saoes

A Communication Strategy is defined and develdpedatch the project’s requirements.
Training is tailored to the project outcomes argectations.

The need for a pilot is calibrated against themixof changes identified.

s and Gaps

following findings and gaps were identified:

The First Steps Project staff defined a substintamplete foundation to the project. Howeverdiéidnal
activities including the formalization of a charteommunication strategy, budget, schedule an@ssu
management process could have improved the prajgcbme.

Project staff and participant turnover resulted ioss of critical project knowledge. A centrgbasitory of project
documentation would have improved the retrieval asel of the critical project documents, especitalty
references in future improvement opportunities.

Many providers perceived that their comments weitdaken seriously because they were unable totheap
comments to the resulting forms. The state lackiedraal issue management process for documenting and
responding to comments received. A formal issuefunent management process would have provided the
structure staff needed to document a comment avelajea formal response to the sender. Without such
process, it is easy to lose control of the commpradsess which can lead to a loss of credibilitgain also
increase the number of times particular decisiomssituations are visited and decided.

DOH implemented an exception process that corgitagay. Exceptions to the forms could decrease BOH
objective to standardize practices and would iregehifficulty in moving to an electronic system retfuture.
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Executive Summary (continued)

Findings and Gaps (Continued)

Early project communications indicated that the nedesigned forms were not required. Several nsoptior to
release of the new forms, some providers askedamogianagement to mandate the new forms. PartBsponse
to these providers, program management decidezhtore use of the new forms. This change createe sirthe
confusion around the new forms and increased ftistr that the rules had changed without providpui or
understanding. Managing expectations and commungatitical policy changes formally will allow the
Department to gain credibility and integrity witietprovider community.

The Documentation Project established formal maltofor communicating project status using mudtiplethods
and tools for communicating. However, the stratiegiked a validation process to ensure the commtioia
were received and understood. The project woule lenefited from a formal feedback process or ntetbo
ensure materials reached the right people, aighetime.

One of the major objectives of the Documentationjdet was to explore standardized data collectymtems that
would implement the charting requirements in actedtaic record. Expectations regarding what thaited may
not have been shared broadly enough between thardent and provider communities. Although fundives
nlot approved for the data warehouse solution, thasebeen no communication regarding next stepgure
plans.

Another major objective of the Documentation Pebjgas to encourage providers to collect outconea fim
monitoring the quality of client services providaad identifying areas of service improvement. linglear
whether providers understood this as one of theabtiles. A clear statement of the business caseding the
scope and objectives may have increased this uadeisg.

Training for the new forms was offered by the Drépant, however, it was not required. Sweeping gkarsuch
as those brought about during the Documentatioje&rwill need some sort of formalized trainingfdkmal
training plan defining the goals and objectivesining materials, a schedule, intended participamtd a training
assessrr]!elrllt is needed to communicate the impdot change and prepare staff to implement the change
successfully.

Providers believe that a formal pilot period wobale allowed a more robust review period for alsmenber of
users to test the forms prior to full implementatio
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Executive Summary (continued)

T
Continuous Quality Improvement (CQI) model

» Continuous Quality Improvement is a strategic apph to improve products, services or processesalt on-going
effort to seek continuous, incremental improvenoar time. The CQI model includes the followingretnts:

Plan for improvement or change,

Do implement the change,

Measure the impact of change,

Check the benefits, and

Act to expand to a broader implementation.

e Itisimportant to understand that DOH followedtandard project model in implementing the Documgor Project.
The underlying framework of the proposed CQI masléased upon this existing documentation modelirciddes
refinements to build a collaborative process. Ttoppsed CQI model is illustrated and explained aggs 36 to 52.

Improvement Opportunities

* Providers participating in the CQI focus groupd arerviews were asked to identify and prioritkesy challenges as
well as solutions related to the Documentationdttoand the First Steps Program.

Networking Opportunities: Providers would like to see First Steps Progrant Regional Coordinators Meetings
and Statewide Meetings.

Training Plan: Providers would like a training plan that exploties use of multiple methods of training including
in-person, video conferencing, web-base, DVD, etc.

Forms Improvement: Providers expressed frustration with many of threnfg although we believe choosing one
form for improvement would be a good example afnal incremental step, as described in the CQIlehdthis
incremental step would help DOH gain credibilitydaaxperience with the new model.

First Steps-CQI Project Report,
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Executive Summary (continued)

I
Conclusion

Throughout the focus group process, providers warénded that changes identified would need todesicered in
conjunction with available resources. DSHS and D@4y need to consider prioritization of improvement
opportunities using criteria similar to the follow

— Does the challenge/solution represent the majofiproviders?

— Will the challenge/solution provide a level ofuet on benefits for the providers and state baseiti® investment
made?

— Can the challenge/solution be addressed and seppaeith resources by the state?
— Can the challenge/solution incorporate procegsdstem the proposed CQI model?

Overall, the collective evidence that Sterling ddates’ gathered shows that a good project framlewass established
by the state for the Documentation Project. Howgpmvider feedback gathered in focus groups ateviews,
support that not all of the state’s efforts to abbiratively involve its providers were perceivedtsctive. Sterling
Associates’ believed the lack of formal processeg have created gaps in understanding between velgiabéen
implemented by the state and what was perceivatidproviders. For example, evidence supportsthigastate made
many attempts throughout the project to communipetgect information through emails, meetings, weeksions,
conference calls, and newsletters, to the proxddarmunity. Yet, providers still perceived a lackmdbrmation.

Moving forward to build and support a collaboratenvironment for ongoing continuous quality imgnment will
require a strategy of commitment and involvemenbbth the state agency and the provider communitg. state and
providers share responsibility in building thislabbration early in any improvement process. Fangxe, the state
may establish the project scope, outcomes and &atpmts but without active participation, followtlugh and
accountability by the provider, achieving successfiange management will be hindered.

The proposed CQI model provides a framework forgut planning, implementation and management.siées
within the CQIl model may or may not be needed lip@jects. However, all steps within the CQI moslebuld be
considered for their relevancy during the planrstages. Some steps, such as developing a progytguope and
timeline, will always be needed although the Iesfedetail contained in them can vary dependinghencomplexity of
the project. More complex projects will require maketailed planning. Further, the CQI model isglesi to be
transferable to any organization for any size ojgut.

Before initiating a full CQI model on a complicdtand over-arching change, we recommend using ttehon a
small scale to allow the organization to adjust tamdiliarize itself to the process.

First Steps-CQI Project Report,
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Introduction

» First Steps Program*

During the 1980s, women across Washington Statslfancreasing difficulty in accessing prenatal cRising
malpractice premiums and low Medicaid reimbursemesiilted in a shortage of obstetrical providerateévhity
care providers were increasingly reluctant to pteware to the growing number of Medicaid clieRisvate
practitioners, representatives of state agenciddjqofficials, and University of Washington fatykecognized
this crisis in maternity care and formed the Acdedglaternity Care Committee, sponsored by the Weagthin
Chapter of the American College of Obstetriciang @ynecologists. This committee was instrumental in
identifying the major cause of the maternity caisi€ and in shaping the First Steps legislation.

The goal of the First Steps program, authorizethbyMaternity Care Access Act of 1989, was to pevi
“maternity care necessary to ensure healthy butbames for low-income families.” The legislatioriled for the
removal of unnecessary barriers to receiving pedrtatre and provided for increased access to carexpanded
Medicaid services for low-income pregnant womerCyR 74.09.790]

The First Steps Program is a Medicaid program aidtered by the Department of Social and HealtiSes
(DSHS) Health Recovery Services Administration (HR®ith the assistance of the Department of He@h@H)
Maternal and Infant Health (MIH) program. DSHS ¢s@untable to the federal Medicaid program and ipes/
Medicaid funding for all First Steps services. Admiration of the program is accomplished througimser-local
agreement which delegates authority by DSHS to Diidt Steps services include Maternity Supportises
(MSS) and Childbirth Education (CBE), both admieisd by DOH, and Infant Case Management (ICM),
administered by DSHS. [RCW 74.09.800]

First Steps services are provided by a netwodoafracted agencies in every county including comigunealth
nurses, community health workers, registered thest behavioral health specialists, infant caseagars and
childbirth educators. Both public and private agesiincluding local health jurisdictions, communréiryd migrant
clinics, hospital-based programs, several tribesaiher health agencies across Washington Stateduwntracted
to provide MSS/ICM services.

*From the DSHS website. http:/fortress.wa.gov/dshsiaa/firststeps/Provider Page/Provider Page.index.ht
4/11/2007 &‘The First Steps Program: 1989-1997, July 1999, RepNumber 7.99” by Laurie Cawthon, M.D.,
M.P.H, and Elizabeth Salazar, B.S.,

First Steps-CQI Project Report,
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Background

T
» First Steps Program* (continued)

— Washington State’s First Steps program providepait services and prenatal care to low-incomer@egwomen
and infants. The First Steps program includes dheviing components:

» Expanded Medicaid eligibility to 185% of the fedepoverty level for pregnant/postpartum women iaf@hts
less than one year old,

» Maternity Support Services during pregnancy amdugh two months postpartum,

» Infant Case Management from three months postpariuto one year postpartum for eligible families,

« Increased reimbursement for maternity care prosicend

« Designation of maternity care distressed areantourage community planning and enhancement tthhea
care delivery systems for pregnant women and thiints.

— The MSS/ICM portion of the First Steps Programvtes enhanced support services to eligible pregrwanten
through the maternity cycle and for high risk irttaand their families through the infant’s firstyeMSS/ICM
services are designed to provide interventionsady e a pregnancy as possible to promote hegthgnancy and
positive birth and parenting outcomes. Enhancest Bireps services include:

» Dietitian visits,

» Behavioral health specialist visits,
* Community health nursing,

* Community health worker visits,
 Childbirth education, and

* Childcare services.

*From the DSHS website. http:/fortress.wa.gov/dshsiaa/firststeps/Provider Page/Provider Page.index.ht
4/11/2007 &‘The First Steps Program: 1989-1997, July 1999, RepNumber 7.99” by Laurie Cawthon, M.D.,
FIRST M.P.H, and Elizabeth Salazar, B.S.,
First Steps-CQI Project Report,
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Background (continued)

e
* First Steps Program* (continued)

The First Steps program includes several supgpptiogram goals to:

Decrease health disparities,

Reduce the number of unintended pregnancies,

Reduce the number of repeat pregnancies withinyiveos of delivery,

Increase the initiation and duration of breastiegd

Reduce tobacco use during pregnancy and pedetpiosure to second-hand smoke,
Reduce risky behaviors associated with Suddemiiaath Syndrome,

Improve pregnancy and post-pregnancy nutritiotetlis through dietitian visits, and
Increase self-sufficiency of the mother and fanaihyt.

Measures of improvement in pregnancy and pareotmcomes include:

An increase in early access and ongoing utilizatibprenatal and newborn medical care,
A decrease in low birth weight babies,

A decline in infant mortality rates, and

A decline in maternal morbidity and mortality.

*From the DSHS website. http:/fortress.wa.gov/dshsiaa/firststeps/Provider Page/Provider Page.index.ht
4/11/2007 &‘The First Steps Program: 1989-1997, July 1999, RepNumber 7.99” by Laurie Cawthon, M.D.,
M.P.H, and Elizabeth Salazar, B.S.,

First Steps-CQI Project Report,
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Scope of Review and Approach
.

» Following several years of development effort, skete implemented its new requirements for chgudimd documenting
First Steps Maternity Support Services in Janu@f62 After implementation of the new requiremettts, provider
community raised concerns about the efficiencyeffettiveness of the new forms. While significantiates were
undertaken by DOH to engage service providersptbeider community felt it did not receive opporitigs for
adequate input into the redesign of the new remergs. Since the provider community is a vital partwith the state
in delivering services to the First Steps custont@esstate observed a need for a more formal psoice outreach to
the provider community. To increase success iméutmdeavors, the state retained Sterling Associalt#sto develop
a framework for a Continuous Quality Improvemen®(Cprocess that is more inclusive, allows parimghbetween the
state and the providers, and supports a produetia@went cycle that results in greater buy-in froerticipants.

» This report covers Sterling Associate’s procesgeteelop the First Steps CQI model by:
— Assessing past and current efforts to obtain pienvinvolvement with First Steps;
— ldentifying gaps and areas of improvement; and

— Establishing a CQI framework and structure thatlmaused on an on-going basis to implement, maaage
monitor change.

* The First Steps Documentation Project providesigue opportunity to assess how well a specifiagleao the
program was implemented. Further, a post-implentiemtaeview (PIR) of the Documentation Project aiothe state to
Identify lessons learned and apply them to futwogam change efforts. The results of the PIR wppied to
development of the CQI model presented in thisneesearching past and current efforts helpstbamy processes
thaltI \éveren’t successful or were perceived as ursstal, and highlights and enhances processeariabnsidered
well done.

— The first part of this report will focus on thegbémplementation review of the Documentation Rebj&ubsequent
sections will apply lessons learned during the flkhe future CQI framework.

FIRST
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Scope of Review and Approach (continued)
R

» The CQI project began in early March 2007 witheztiled interviews with the First Steps state teaambers, a project
kick-off presentation and interviews with the Fig&eps management team.

— Interviews with the First Steps state team andagament team helped define the parameters of theK{@ct. The
results of the discussion were used to frame dssons in provider focus groups and teleconferentaviews.

— Two major objectives were defined for the PIR s The first was to understand how providers paxde¢he
processes employed during the Documentation Prdjaet included understanding how providers wewelved and
what steps DOH and DSHS took to inform providerprofgress and to communicate program changes. Ametd;
objectivg v;/as to train, mentor and develop DOHtFteps staff to implement future program changesuth the
CQI model.

» At least one staff member from the First Steptedisam was present as an observer in each ab¢he froups
and telephone interviews.

» Sterling Associates collaborated with the Firg@Ststate team and the state coordinators to heyifiga pool of
participants for the focus groups. The state tedantified providers who have:

— A broad range of subject matter knowledge, expedand expertise;

— A historical perspective about the First Stepgam;

Participated in the previous documentation proeesisidentified lessons learned;
A problem-solving attitude; or

Been actively engaged in responding to previofmstsf

» It was also important to ensure that participaepesented all of the First Steps disciplinesudicig
Community Health Nurse, Behavioral Health SpedsliRegistered Dieticians, Community Health Workers
and Infant Case Managers. The groups were struttaréhat all types of agencies such as local health
jurisdictions, hospitals/clinic based, social seevagencies, and tribes were represented.

FIRST
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Scope of Review and Approach (continued)
e

» Focus groups were used to provide the most effi@ad effective method to gather provider feedb&okus groups
offer an opportunity to elicit feedback from a gaction of the provider community. In summary:

Four focus group sessions were held in Olympias@dd_ake, Spokane, and Everett;
126 participants were invited, over 60 particigaattended;
Four telephone interviews were conducted withQMAHA project team, the Public Health Nursing Diters, and
individual providers; and
Participants who were unable to attend the focosps or any other stakeholders wanting to profegelback were
encouraged to call, write or email comments andmges to Sterling Associates.
« Written comments were received from one provider.
» To provide additional context to the review, SteglAssociates reviewed background information idcig the DSHS
and DOH websites, First Steps Newsletters, docwsnant authorizing legislation and rules.

* During the implementation process, DSHS and DOMlected comments and feedback from providers ati@ihew
requirements. These comments were provided toilgiekssociates after completion of the focus grodjpss
information was used to validate focus group themes

FIRST
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MSS/ICM Charting and Documentation Project — Post Impl  ementation Review

* In the fall of 2003, the First Steps program umdert a major redesign to improve service deliveny eontain costs.
During the redesign, the Centers for Medicare ardibhid asked the First Steps program to standaseizéces and

develop ways to collect outcome based data.
» Standardized documentation has been a goal fdfiteeSteps program since inception. The statevwed standardized
documentation would:

Better document core services and performanceuresat be provided for all clients,

Improve monitoring and auditing processes by DCREAA program managers and financial auditors duaitigne
of increased scrutiny of Medicaid programs by #wefal government,

Improve the ability of local First Steps agendieguantify client progress and outcomes of materhidd health
programs during budget short falls, and

Decr((ejase the level of frustration by MSS/ICM dians caused by duplication of documenting seniiceient
records.

» Standardized documentation was established to sesetal program goals to:

FIRST

(y First Steps-CQI Project Report,
June 2007
ST

Support First Steps program requirements for decuation;

Produce outcome data relevant to local First Sagpsicies that meet state program, clinical carenaarthgement
data needs;

Provide a vehicle for tracking clients statewide;

Provide services that are clinically relevant;

Promote quality care and standardized documentafithat care; and

Reduce the length and duplication of documentatiwhincrease user friendliness, thus saving staé.
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MSS/ICM Charting and Documentation Project— Post Imple  mentation Review

(continued)
I

DOH'’s approach to the Documentation Project fodusetwo key areas. The first was to conduct ihigaearch in
charting options and development of First Stepsdstedized forms. The local health jurisdictionss#gthe OMAHA
system for documenting First Steps services. ThéABM system provides a standardized taxonomy stredin
document client needs and strengths, describedisdiplinary practitioner interventions, and measclient outcomes
in a simple, yet comprehensive manner. The dectsiaise OMAHA as the method for documenting FirgpSt
services was not shared by all local agencies.rQabal agencies had other charting systems tlgaholi support
OMAHA. The second area of focus concerned resaagalectronic charting systems used in other satdsavailable
on the market. The project assumed that newly edefarms would be part of a technology/electrowiatson. In
general, the following high level activities ocaoirbeginning in 2003. A graphical representatiotheftimeline is
included on page 20 as Exhibit 1.

— In 2003, the project team was formed and begak vesearching charting options. DOH worked withféderal
partners in receiving approval for changing formd documentation standards. A kick-off meeting sl with
providers to explain the project scope and objestiAdditionally, DOH gathered examples of varitarsns
already in use by providers.

— The project continued in 2004 with the formatidvarious working committees (Advisory Committeepki/
Committee, Information Only Group and other stakééis) to elicit feedback and guide the formatibthe new
documentation process. Project resources wereracjioi manage the project and facilitate committeetings.

» Considerable research with other state systemoragleted during this timeframe and Washington'’s
business requirements were compared to other sydteassess whether they would fit the state’ssieed

* Interviews regarding electronic system needs wempleted with numerous provider representatives.

— In early 2005, the state released the draft fdonseview and comment. The forms were revised amalized
based on provider feedback. In August of 2005sthee First Steps coordinators were sent a compéatieet with
the final forms and instructions to be distributedheir providers. The required forms applied ¢avrclients
enrolled after January 1, 2006. However, providezse encouraged to use the new forms if they erdthtie
services delivered to a previously enrolled cliamil to gain familiarity with the forms prior todlstatewide
implementation date.

First Steps-CQI Project Report,
June 2007 Page 18



MSS/ICM Charting and Documentation Project— Post Imple  mentation Review

(continued)
|

* In May 2005, DSHS and DOH made a policy decismreguire use of the forms versus the previoussgetio make
them voluntary. Several months prior to releastefew forms, some providers asked program managdme
mandate the new forms.

e OnJanuary 1, 2006, the new forms were implemesimewide. Providers were asked to use the fooma year and
provide feedback to DOH. DOH would then review fibdedback and the forms would be revised as ap@i@pri

» This CQI process represents DOH's first effortsamising the charting and documentation forms alndgsses.
Information from this review will be used to deténe steps for improving previously implemented foransl
processes.

FIRST
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MSS/ICM Charting and Documentation Project — Post Impl  ementation Review
(continued)
|

Project Timeline — Exhibit 1

1) Draft forms sent to Coordinator
for provider feedback

2) Final forms sent to allow
providers adjustment time befor
statewide implementation

3) Provider review and feedback

4) Communicated Training
opportunities

1) Post
implementation
review of the
MSS/ICM
Charting and
Documentation
Project

1) Project selects
MSS to begin
standardized
charting project

2004

1) Standardized 1) Project identified resources 1) New forms
charting data suc.h as workgroups and implemented
concerns prol_ect st_aff January 1, 2006
raised 2) Prolt_act LB, ¢ 2) Decision package
providers attended ordalauarehous

3) Working meetings began was not approved

4) Researched other charting
systems in other states

FIRST
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General Themes of What We Heard

» Providers were asked to identify their challengesking with the First Steps program and with thecDmentation
Project. The themes we heard Iin focus group sessid telephone interviews were very similar.

— Although there were differences in specific exaaspir level of priority around the themes, overaigviders
shared consistent concerns and issues in everg fpoup and discussion.

— The focus of the discussion was dependent onisicgtines represented in the various focus grdeps, if the
focus group contained more nurses, the conversatiene more likely to be nursing centric versusa®ervices
centric).

— There were variations in the themes influencethbyprovider’s position. Management generally fecLiheir
concerns around budgetary issues and maintainodpuptivity of services, and field staff generallgfised on
building client relationships and meeting the neafddients.

» Providers identified several problems with the rfemms they would like to see addressed.
— Providers felt the new forms did not reflect thenple charts they had submitted for consideration.

— Providers believed the new forms would be supgaheough an electronic charting system, whichri@seen
funded or implemented to date.

— Providers would like to see the forms reformatid., more writing space, more/different boxegdi®
encompass more areas) to better meet their needs.

— The same information is currently required in nplgt places on the forms.

— Many providers believe the forms are too nursipecgic and do not sufficiently address behavioradietitian
issues.

— Some providers believe the “check box” format hinsdle ability to apply their professional judgmenthe case.

— Providers feel the new forms put too much emphasisompleting the forms, rather than focusing andlrent’s
need and providing services.

FIRST
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General Themes of What We Heard (continued)

» Training was not consistently provided.

Not all providers were aware that training wasilabée on the new forms. As a result, many prosdid not
receive formal training which caused confusion dlttmw to complete the forms. Further, this lackasmal
training resulted in forms being utilized inconeigly from one agency to the next.

Training opportunities in general were not puldior planned in advance. Providers requestedhtbalendar of
training events be posted, so they can plan to s&iflahead of time.

Providers would like training that includes botbkaibline specific and general subjects.
In general, line staff believed training shouldnb@ndatory, while management believed it shouldoeanandatory.

Providers indicated a desire for different methafdsaining such as in person, web-based, DVD,\adeo
conferencing. To the extent possible providers wdile training to be incorporated into existingetiags.

Providers felt they should be compensated fonditeg any training required by the state.

» Communication is not necessarily provided or asibds by all providers.

There was general consensus that previously kegieMdde coordinator and regional staff meetings/oled

opportunities for training, receiving updates absrrvice delivery, networking among peers, andusisions of
best practices.

Providers stated that information is not constiygerovided nor is there a central point of contaicreference
place to ensure everyone has access to the saoneatfon or instructions.

Changes in policies, procedures, or other programvices are difficult to locate as there are ®ots| highlights or
links to specific changes.

The First Steps manual is not provided in a maalalgformat (i.e., provide hyperlinks to acces<sjme
references).

The new First Steps website is difficult to navégand find changes without having to spend afltinte searching
for specific topics.
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General Themes of What We Heard (continued)

Not all providers have access to technology oriema
— Providers who don’t have email rely on their FB&tps coordinators to provide information in pgrthform.
— Providers who have email don’t have ready accéssworking in the field.
— Providers don’t always consider email a priority.

First Steps state coordinator roles and respditsgbivary based on their positions.

— The level of communication seems to have a doecelation with the role of the coordinator ancisability of
their time. For example, depending on the sizestinatture of the agency, some coordinators fun@a®providers
as well as coordinators. Particularly in some laaggencies, coordinators do not provide direcntdieservices and
may have more available time to dedicate to coatdimduties. Distribution of materials may diffezpnding on
the coordinator’s time, availability or understamglof the needs of the line worker.

— Coordinators stated they do not receive consigtémtmation and directions as to what needs tdib&ibuted
uniformly and may need to decide independently tvinn@terials should be sent to whom.

Providers do not believe a formal “pilot” took pé&ac

— Some providers believed the transition to the f@ms was too abrupt. While there was a formal ceminperiod,
providers stated that a more formalized pilot wchdde better prepared them for the new forms.

— Most providers in the focus groups believed thvezee few opportunities to identify problems and appnities and
correct them before the full implementation.

The First Steps program outcomes are not cleafipeld or communicated.

— Because critical outcomes are not clearly defipeayiders believe the state is requiring providersollect data
just in case the outcome will be tracked In therfeit Providers expressed frustration that the stapeires more
data than is needed or used to track program owsoRurther, providers believe the data currertyested is not
being used to track outcomes or communicate theevafl providing First Steps services.

Providers stated that the new forms take sigmfigdonger to complete, although the reimbursenines not increased
to accommodate the increased time.

Some providers expressed concern that the puggdke standardization was more of a “training’‘téot a small core
of providers who weren’t providing complete chagtinformation.
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Critical Success Factors

Critical success factors are those elements tmaingpede and/or impact the success of any projecihange that is
implemented if not considered and incorporated ihéprocess. The critical success factors caninaheir use. In some
situations, they may provide guidance to the ptojdtle in other situations, they may drive thejpod planning and design.
The critical success factors should be reviewet @#éch change to assess and adjust accordingliin§t&ssociates
identified the critical success factors listed belmsed on our overall analysis of the First Si2psumentation Project
materials and information. In the following pagéshos report, these critical success factors Haaen aligned to associated
findings and gaps.

1. A project plan and project foundation are estabkhed early in the project.
» Definition of project scope, objectives and gadisuld be developed and clearly articulated.
* Project resources should be adequately matchi tapproach.
* Project leadership requirements are identified.

» Project Controls (e.g., project plan and schedulelget, issue management process, central repgsstuould be
commensurate with project risks.

» Feedback loops for questions and comments regpddioumentation are established and implementéd ful

2. Expectations are clearly defined at the beginningf the project, and as the project progresses anudore becomes
known or changed, expectations are refined as necasy.

3. A Communication Strategy is defined and developetd match project requirements.
* A map exists to align the type of communicatioeded by each stakeholder in the process.
4. Training is tailored to the project outcomes antexpectations.

+ Training needs, training materials and a trairsolgedule are defined in enough time for stakehsltieplan and
participate.

* Minimum levels of training are defined upfront.
» Training resources are identified and availablsupport the requests.
5. The need for a pilot is calibrated against the ¢&nt of changes identified.
* A controlled pilot is defined that includes a repentative number of providers by type and agency.
* The pilot scope, timeline and evaluation procesdatermined.
* Findings from the pilot are published and useniprove the implementation process.
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Findings and Gaps

T
This section highlights Sterling Associates’ findsrand gaps resulting from interviews, documentengsij observation and
correspondence. There were also many examplesn@&ed@tal information presented that helped formresponses. We have
not attempted to include specific examples in temort, but are acknowledging the conditions amti$ong on how
improvements would inform the future CQI model (xDH.
Critical Success Factor #1 — A project plan and pract foundation are established early in the project
Findings:
— The First Steps Documentation Project staff deflmsubstantially complete foundation to the pitojec
» Project resources such as a Steering Committedséy Committee, Management Committee, and Stdkeho
Group were identified early on in the project.
* The committees included sufficient provider repreation.
* The project was staffed by a full-time project rager and two part-time contractors.

* The First Steps State Team and the Steering Cdeenitere interviewed early on in the project tonidg project
objectives, goals and program outcomes.

* The project team requested feedback from providerdraft versions of the form.

Gaps.

* While much of the foundation was established,dlveere additional activities that would have immovwhe
project planning activities. In general, the projéid not formalize or document some critical pobjplanning
components.

— A project charter would have helped document shanelerstandings about why the project was undemtak
While there was a shared vision from the state {éaaid not carry into the provider community. The
charter is a good tool for documenting the progezls, scope, expectations, project roles and
responsibilities and governance hierarchy. Furttiner charter provides the business case for maitiagges
to a specific program.

— A detailed project plan and schedule would haeatified necessary tasks, timelines, and resources.
— The state identified a project manager, but didmgdude a more robust analysis of resource needs.
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Findings and Gaps (continued)
I

Critical Success Factor #1 — A project plan and pract foundation are established early in the project(continued)

Findings:

— During the duration of the project, some key stadimbers left the project taking with them critikabwledge
about the project that was not always shared witbrs or documented. The small number of stafflveain the
project complicated this issue further. As a reshi new staff could not provide historical infation about the
project beyond their involvement.

— Throughout our initial data gathering processeshfe CQI project, we realized that fragments ébimation
regarding the Documentation Project were availdilé accessing evidence to support the findingsgatanore
difficult than expected.

Gaps.

» Because the project lacked a documentation repgotr other process to manage the vast number of
comments and status, new staff were only knowleunlgegbout the pieces of the project they were inegiv.
The value of having a central location for projgstuments provides ease of retrieval and use of the

documents, especially for reference in future improent opportunities. Projects with multiple teaenmers
often use a SharePoint site to store, retrievenaentage project documents and information.

Findings:

— Many providers perceived that their comments wetdaken seriously because they were unable totheap
comments to the resulting forms. Communication ftbmproject did not adequately address the prcasss
criteria used in the design of the new forms. B@naple, providers didn’t know how their sample ¢havere used.
Instead, they feel their feedback went into a “klbox.” The state lacked a formal issue managemeaegss for
documenting and responding to comments receivedeWlis likely the comments were not ignored coetely,
there was no project documentation available terdahe whether comments received were in fact us#te final
process.

Gaps:

e A formal issue management process would have geoMvihe structure staff needed to document a conmen
and develop a formal response to the respondehditisuch a process, it is easy to lose contrtiief
comments process which can lead to a loss of ahgglilit can also increase the number of times ipafar
decisions and situations are visited and decided.
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Findings and Gaps (continued)
I

Critical Success Factor #2 — Expectations are clegrbefined at the beginning of the project, and ashe project
progresses and more becomes known or changed, exjagions are refined as necessary.

Findings:

— The provider community represents a vast arrajiftdrent services, systems and forms. The FigpSprogram
acknowledged that providers may have compellingaea for not using the new forms. For example, iderg
may have previously implemented or plan to implenfierms and/or electronic systems that already ateethe
data requirements of the new forms. To addressgbige, DOH implemented an exception process #tathined
if a provider’s existing forms/systems met the daguirements and therefore, possibly excuse thnger from
using the new forms.

— DOH established a set of criteria for evaluatirigethier a provider could be excepted from the newirements.

* The agency must present a compelling businessemédas not adopting the documentation requiremertss
must be beyond the difficulty of adopting new formsthe agency must demonstrate a compelling basin
reason for delaying the implementation of the doentation requirements.

« The agency has an adequate plan for complyingtéhrequirements, including a timeline.

* The agency proposes an acceptable alternativéojatiag the forms or otherwise complying with the
documentation requirements. For those First Stgps@es requesting to use other or altered forney, t
must include copies of the proposed forms and ssevalk to the required First Steps forms demonstyati
where the required information is collected.

* The exception request needed to be filed by thaaly 1, 2006, deadline.

— Evidence suggests that DOH’s exception deadlinkaoéiary 1, 2006, was not enforced, and in facrsgv
exceptions continue to be requested. Approxima&@%s of providers have received exception approMahost
half of these exceptions were approved to suppertdcal agency’s transition to an electronic syséed/or use
of the OMAHA language.

Gaps.

» The extension of the exception process may inpitmiders from using and adjusting to the new farm
Some providers may choose to seek an exceptiomgridment similar but non-standard forms. This
exception process could undermine the state’salrgbals of standardizing documentation in thedfiel

Additionally, should the state move toward suppaytelectronic charting, the existence of multiplerie
and formats used by providers could create diftieslin standardizing data fields in a system.
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Findings and Gaps (continued)

Critical Success Factor #2 — Expectations are clegrbefined at the beginning of the project, and ashe project
progresses and more becomes known or changed, exjagions are refined as necessary. (continued)

Findings:

Early project communications indicated that the nedesigned forms were not required. Several nsoptior to
release of the new forms, some providers asked@amganagement to mandate the new forms. Change in
management direction from voluntary usage of the foems to required usage by the providers crestede of
the confusion around the new forms and increaseddr&tion that the rules had changed without pevidput or
understanding.

* The timing of the policy change may not have pided adequate time for providers to prepare the&neagfor
adjustment to the new forms. For example, providetsiot believe they had adequate time to plarnréoning
or to formalize their review of the proposed newnis. In fact, some providers stated that they wete n
spending much time reviewing the forms because phayned to use internal forms instead.

» Most providers adapted their existing forms tdartepecific needs and processes and believed théyh
compelling reason to change to the new forms whew were voluntary.

» Some of the larger provider agencies had alreagjeimented or were transitioning to electronic tihgr
systems and/or planning to use the OMAHA standadiianguage and format and assumed they would be
granted exceptions to using the new forms.

Gaps.

* This change in policy came as a surprise to méulyeoprovider organizations. Although the policyc&on
was influenced by provider feedback, we foundditl/idence to suggest that the policy change wasutigr
communicated to providers. Providers who parti@dah the focus groups and interviews, indicatey wtill
do not understand why this change occurred. Magagipectations and communicating critical policy
changes formally will allow the Department to garedibility and integrity with the provider commimi The
notification delay of the policy change may haveuited in lost opportunities for providers to gedrm
involved and informed around the planned changethnew forms. Significant changes require adjesit
periods to allow organizations to ensure staff meagb, staff training and policy and procedure tgslhave
been planned for and implemented.
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Findings and Gaps (continued)
I

Critical Success Factor #2 — Expectations are clegrbefined at the beginning of the project, and ashe project
progresges and more becomes known or changed, exjagions are refined as necessary. (continued)

Findings:

— One of the major objectives of the Documentatiarjdet was to explore options to collect standadidata that
would implement the charting requirements electrally. Expectations regarding what that entaile¢y mat have
been shared broadly enough between the Departmeémiravider communities. DOH had intended to impan
a standard data warehouse solution that could éxt toscapture data from the providers and develpprte using
aggregated data. Providers believed DOH was dewvgj@robust system that could be used by all plergi to
track and maintain clients case records electrigicEhese are two very different solutions anddagsulted in
the Department not meeting provider expectations.

« In 2005, the First Steps Requirements Advisoryupravas formed to begin defining the detailed defign
the centralized data warehouse. With requiremegfiaetl, the Department submitted a budget decision
package to fund the warehouse. However, in Nover2@@8, the decision package failed to gain priority
approval and was not sent forward with the agencigbt.

— Many providers did not expect to implement themnaystems and while some agencies, particulargetar
agencies, are implementing electronic solutionsliemproviders believe they have been left outbse they
cannot afford to purchase and implement a systeth@nown.

— Providers believe the forms were developed to ksitawan electronic system, and because of that,afreslong,
cumbersome and require too much duplication ofreffind data entry. Providers expressed frustratiah
confusion regarding the lack of electronic char@sghey believe it would resolve the redundancyspacing
issues encountered on the current paper forms.

Gaps.

« Providers did not receive closure to the electrahiarting system decision and the funding reqoetsiome.
As a result, providers today do not see the valygaviding the required data requirements. A dtrced
iIssue management and communication strategy cewiel letter prepared providers to understand desisio
made. Even today, providers do not have informatgarding the future of electronic charting by skegte
and as a result, providers who are implementingegys, may not meet the state’s needs for gathering
aggregate data for reporting outcomes.
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Findings and Gaps (continued)
e

Critical Success Factor #2 — Expectations are clegrbefined at the beginning of the project, and ashe project
progresses and more becomes known or changed, exfagions are refined as necessary. (continued)
Findings:
— Another major objective of the Documentation Pebjgas to encourage providers to collect outconta fiba
monitoring the quality of client services providaad identifying areas of service improvement.

Gaps.

* Most providers that participated in the focus gr@and interviews did not understand that this avas
objective for the Documentation Project. The previdinstead, expressed confusion as to why thelyeang
asked to collect so many data elements when thee @tidy needs a few of those. The project may hhaeesl
this objective early on in the project, however,soeld not find evidence that it was communicated ige-

enforced throughout the project. A project chairiezombination with a structured communication ptam
help re-enforce the importance of monitoring thertloutcomes and provider service delivery.
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Findings and Gaps (continued)
I

Critical Success Factor #3 — A Communication Strategis defined and developed to match project requimaents.

Findings:

— The First Steps program established communicatittelines and protocols for the Documentation Rtoje
Evidence suggests that First Steps staff used titnad of existing communication channels to comicate
information and status including: Public Health 8log Directors, First Steps State Team, First Steps
Coordinators, First Steps Listserv, First Stepssitelfor forms, First Steps Email Message Box,tFSteps
newsletter, Provider Advisory Group (PAG), Firsej@& Community Provider Groups, and Community Sesvice
Offices.

» The communication protocol directs that any infation be sent first or simultaneously to the PubHigalth
Nursing Directors through Catalyst before beingaskd to others.

» The First Steps agency coordinators were usediest ine of communications. Their role in the gram is
to disseminate information from headquarters tditteestaff level.

— Regardless of the channels employed, First Stepsders overwhelmingly did not believe
communication was sufficient to prepare them foplementation.

— Coordination of communication between the FirspStstate team and the providers wasn’t always stems$i For
example, state management sent providers informataicating some data elements were voluntaryouth
informing the state team of the change in requirgmeélhis appeared to have impacted the credilufitye state
staff with the providers. Providers expressed csinfuwhen they received inconsistent and conflgctin
information from the state team.

— Providers believe the most useful communicatiomhien it was distributed frequently and timely tngb work
sessions, conference calls, emails, newslettertepdand when networking through existing meeting$ @s the
Statewide Coordinator’'s meetings. At one time,dtate hosted statewide or regional meetings ank sessions
and covered travel expenses for providers to ppdtie.

— It became obvious within the focus groups thatmamications were inconsistently distributed witthe
agencies. Staff reported that communication wag geod in some agencies, especially those with gbectronic
systems or those who had a skilled, trained andad@ coordinator. The process used to dissemin&emation
assumes that a coordinator can determine the é¢ls line staff, which may not always be the c&taff had
varying levels of awareness about program inforomati
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Findings and Gaps (continued)
e

Critical Success Factor #3 — A Communication Strategis defined and developed to match project requimaents.
(continued)

Gaps (from previous page):

» Effective communication results from a cycle afidieg information out and receiving verificationreteipt
and understanding. Each completed cycle providpsrtynities to adjust communication to the needbhef
audience. The project sent communications to tbeigers, but lacked a validation process to enthae
communications were received and understood. TleiDentation Project would have benefited from a
formal feedback process or method to ensure migeegached the right people, at the right time. For
example, the project could have used a roundtagdgeoach, where random providers are invited to a
working session or a teleconference call, througktmeiproject, to participate in focused discussimyund
information and communication distribution, theuabf the information and any suggested modificetim
communicate. These provide “touch points” within gheject to gauge provider community understanding
and readiness for the identified change.
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Findings and Gaps (continued)

I
Critical Success Factor #4 — Training is tailored tdhe project outcomes and expectations.
Findings:

— Training for the new forms was offered by the Dépant, however, it was not required. To encouag®ider
participation, the First Steps state team atteradi@dst every county provider meeting to provideniray information
and assistance regarding the new requirementslditi@n, the First Steps state team contacted Biegps staff in
every county via email and phone to provide infaroraand support. And finally, training announcersesnd
information on the new forms were posted on thetSteps website and newsletter.

+ Despite these attempts, not all providers werer@whthe training opportunities or took advantafjénhe training
offerings and assistance.

— Providers taking advantage of the training oppoties reported that it was helpful. During focusp sessions, state
staff observing noted many times that the infororashared about how and when to include specifitdovas
incorrect. This raises a concern that providers nwbe using the forms correctly, which could neghate efforts to
standardize practice. Almost without exceptionyvpers believe that training should be more foraedi for changes
of this nature, and should be required.

Gaps:

» Sweeping changes such as those brought abougdherDocumentation Project need formalized trgnirhere
IS a certain tension that exists between the pesgidnd the state that make these decisions diifiod
potentially unpopular. Training is frequently thiesf thing cut in any budget reduction exercise @am&comes
Increasingly more difficult to find money to pay fielated travel and training materials. Yet, thekl of training
can undo a program redesign. We believe trainirgpofe form should be mandated for changes as lasoad
those contained in the Documentation Project. Maggnizations are not able to train 100% of the $itadf, but
a comprehensive train-the-trainers series ensthiaigall providers have an least one representatradable is
more effective than leaving the training decisiotha provider level. It will always be difficulof some
providers to get needed training.

» A formal training plan defining the goals and altjees, training materials, a schedule, intendetigpants, and
a training assessment is needed to communicatmeet of the change and prepare staff to implertent
change successfully.

— As part of critical success factor #1, a projéciudd always define the resources required to Sstaky
implement the project. Training related costs stidnd a explicitly defined in the beginning and resfed as
part of the whole funding packet.
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Findings and Gaps (continued)

Critical Success Factor #5 — The need for a pilot isalibrated against the extent of changes identifte

Findings:

— Providers believe that a formal pilot period wohie allowed a more robust review period for alsmember of
users to test the forms prior to full implementatid@here remains some confusion regarding whetpdotwas
used or not. A traditional pilot process generailjludes a sub-set of users and a short duratitimet At the end
of the pilot period, a formal assessment is conepl@ind revisions to the process or forms are mad@@ropriate.
Early project notes indicate DOH had consideredad, iout there was no further evidence that atgid been
implemented. DOH may have considered the proviedew and feedback period of the draft forms ada. p
However, this would not have met the requiremehtsteaditional pilot as described above.

Gap:

* A pilot would provide the Department with an opjmity to see, on a small scale, the forms in aciiod
revise them prior to full implementation. In additj pilots provide an opportunity to determine itih@act on
providers in more detail. Formal pilots requireta® components of a formal project to ensure ssfak
Implementation. More specifically:
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A project plan is developed and followed,

Key pilot participants are identified,

There is a specific start and finish timeframe,

Frequent work sessions are scheduled to discygenmentation and corrections, and

A formal recommendation is made to the manageifoenie full implementation based on the pilot
results.
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First Steps — MSS/ICM Charting and Documentation Proj

Workflow

|
This page represents a visual display of Sterlingo&iates’ understanding of the “CURRENT” work flovopess used to

implement the MSS/ICM Charting and Documentatioojéut. Information to develop this view was gatlgetierough

ect “CURRENT”

interviews, focus groups, correspondence and relsegr the First Steps website. This EXHIBIT 2 dassla comprehensive
view of the “CURRENT” process. We have provided taded view of tasks under each step in the supppAPPENDIX A.
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Continuous Quality Improvement (CQI) Model “TO BE”

[
The significance of the proposed CQI model is thiatpatterned with refinements based upon thstixj
Documentation Project model used by DOH. The recendad CQI model shown on pages 37 to 52 displaysTih
Be” process steps within the CQI model, highlightkay activities within each step. To effectively use model, the
processes must all be assessed in relation tadfecpgoals for their relevancy and value. Howetlegre are key
process steps that should exist for all projeath €18 a project plan, timeline, roles and respditsb and a
communication strategy. Depending on the size antptexity of change, all steps may be needed.

What is CQI?

» Continuous Quality Improvement is a strategic apph to improve
products, services or processes. It is an on-gefifogt to seek
continuous, incremental improvement over time. Kkyments of CQI
include plan for improvement or change, do and meathe impact of
change, and check the benefits of the change and expand a
boarder implementation.

Continuous Quality Improvement Model

What's in CQI? %gn Pfl:rn
 Planning for improvement or change (PLAN), and Act to Improvement
* Implementing the change on a small scale (DO), Expand /Change

» Measuring the impact of change (CHECK), and
* Expanding to a broader implementation (ACT).
Value of CQI!

* Reduces rework by having the right information, ,v?—eoazﬂ,qe
* Reduces errors by correcting the process, Results &

* Increases performance by focusing on the results, Analyze

« Increases awareness by communicating continuauilyemployees Benefits
and stakeholders, and

 Improves customer service by eliminating or cairgcunnecessary Exhibit 3
actions or processes. Xhibt
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Continuous Quality Improvement Model (CQI) —“To Be” W orkflow Process

e
Recommended CQI Model — Exhibit 4 below depictsrdemmmended “to-be” process workflow. The green
workflow boxes represent processes that remaisadhee as those identified in the “current” processlenhe blue
boxes represent suggested changes and refinernahtsworkflow process. Subsequent pages will oheldetailed
actions to take during each step of the process.
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Continuous Quality Improvement Model (CQI) —“To Be” W

Recommended CQI Model — Step 1: Raise Concernsiigéigeds

orkflow Process

v
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Continuous Quality Improvement Model (CQI) —“To Be” W orkflow Process

I e
Recommended CQI Model — Step 2: Consult

Step 3: Step 10: DStt:(iespio1n3c:‘m
DOH/DSHS Project Approval Project Status Proiect
Program rojec
Management
A A A
3 Y
[ \j
[0}
z Step 7: Step 15:
_ 2 | _ Step 6: ) ) Step 12: ;
First Steps % g CS:tep 2I.t St_ep s i Revise & Finalize Im IeBr:(g!:ation Monistz)eergrdect [ ] Measure Project ImP?z;ernotJ:t(i:(t)n
State Team 3 onsul Formalize Project Project Plan por “Pilot” d Outcomes pReview
(2]
c
5] 7y y y
2
3
2 Step 2-Consult
s * No change from current process. h
First Steps =  Plan and consult for change throu
Agency & :
oot research of the issues or needs
identified. 3 L
 Build a business case for change.
Other Step & Step 11: S
Stakeholders Project Kick-Off Work Sessions Project Status Implementation
*Provider
Agencies
*Providers
Legislative
*Federal L]

— A S _
V Y
TRST PLAN DO ACT/CHECK

iy First Steps-CQI Project Report,
STEPS g Page 39 s
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e
Recommended CQI Model — Step 3: Project Approval

DOH/DSHS
Program ({

Managemel

First Steps
State Team

First Steps L

Agency

Coordinators

Other

Stakeholders
*Provider (

Agencies
*Providers

Legislative

*Federal

FIRST

Y

orkflow Process

v

nt’

Step 1: Raise Concerns/Identify Needs

Step 3: Step 10: DzéiesFi)oLs(:)n
Project Approval Project Status Project
Y A
Step 3-Project Approvat
* No change from current process.
 Plan for change and seek managemen ’ v
5 Step 7: . Step 15:
approval. FII’St Steps Management Tea B Sepo - y Step Lz__ t Pt Project
would decide who would be the Implementation Monitor Project egitigimreosjec Implementation
“sponsor” or “sponsor team” to review A or Pilot Review
the business case for change and make a t 1 1
determination of the project status.
» Select project manager/project team.
A A A A
Step 5: Step 8: Step 11: St?:z”M:
Project Kick-Off Work Sessions Project Status Implementation
_ N - /
Y YT
PLAN DO ACT/CHECK

First Steps-CQI Project Report,

June 2007
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e
Recommended CQI Model — Step 4: Formalize Project

v
Step 3: Step 10: DStt:iesF?oL&on
DOH/DSHS Project Approval Project Status ;
Program Project
Management
A A 4
Step 4-Formalize Project
* First Steps project team would
2 | identify formal project elements
5 such as:
Z> H Step 12: Step 15:
First Steps (=N = Step 2: Step4: L] PrOjECt Qharte_r t Veaoime Prbject | p(?st Protjet(-:t
State Team NV g Consult Formalize Project _|dent|fy PrO]eCt Resources |[° Outcomes mp;z\ig\: ion
E -Roles and Responsibilities; ‘ ‘
< = Project Plan & Approach
%; including a formal pilot;
s = Project Timeline; and
First Steps 2 = Communication Strategy.
Agency %
Coordinators
Y A Y
Other Step 5 Step 8: Step 11: St?:ZnM:
Stakeholders Project Kick-Off Work Sessions Project Status Implementation
*Provider
Agencies
*Providers
sLegislative
*Federal L]
V —~ Y
T PLAN DO ACT/CHECK
iy First Steps-CQI Project Report,
e June 2007 Page 41 s
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[
Recommended CQI Model — Step 5: Project Kick-Off

DOH/DSHS
Program  (
Management

First Steps /N
State Team V]

First Steps
Agency
Coordinators

Other
Stakeholders
*Provider (
Agencies
*Providers
sLegislative
*Federal

FIRST

1L

orkflow Process

v

Step 1: Raise Concerns/Identify Needs

Step 5-Project Kick-Off:

» Once the project plan is developed, the
project team will need to plan for a formal
kick-off of the project. Provide overview of
the following:

» Project Goals, Outcomes, etc.;

Project Plan;

Y

Step 10:
Project Status

Project Timeline;
Identify Pilot groups; and
= Project Resources.
= Providers need to identify and allocate

appropriate resources to help support the
project such as reviewing and providing

feedback to the plan and any other materials

and communication released.

Step 5:
Project Kick-Off

Step 7:
Begin Step 9:
Implementation Monitor Project
or “Pilot’
4
A
Step 8:

Work Sessions

N

Step 11:

Project Status

PLAN

iy First Steps-CQI Project Report,

June 2007

STEPS

Page 42

DO

\/—/\

Step 13:
Decision on
Project
A
. Step 15:
Step 12. . Post Project
Measure Project ;
Implementation
Outcomes ;
Review
A A
Step 14:
Full
Implementation
ACT/CHECK
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e
Recommended CQI Model — Step 6: Revise and FinBlingect Plan

DOH/DSHS )
Program (
Management

First Steps /
State Team \

First Steps L

Agency |
Coordinators

Other
Stakeholders

-Provider (—

Agencies
*Providers
Legislative

*Federal

FIRST

Y

orkflow Process

'

Step 1: Raise Concerns/Identify Needs

June 2007

Step 3: Step 10: Step 13:
Pro ) : ) Decision on
roject Approval Project Status Project
A A A
Y v
. Step 7: ) Step 15:
_ _ Step 6: ) ) Step 12: ;
Step 2. Step4: Revise & Finalize Begin Step 9: Measure Project Post Project
Consult Formalize Project Project Plan Implementation Monitor Project Outcomes Implementation
or “Pilot” Review
Step 6-Revise &
Finalize Project Plarn
 Adjust project plan, timelines, etc.,
based on provider feedback. Finaliz
3 the plan and distribute to FS Y 3
Management Team and project
sponsor. Notify key participants such . Step 14:
Step 5: . 11: Full
Project Kick-Off as the PHNDs and Coordinators and status Implementation
post on FS website and newsletter.
— A - /
N Y
PLAN DO ACT/CHECK
First Steps-CQI Project Report,
Page 43

S
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Recimmended CQI Model — Step 7: Begin Implementatidi®ilot”

DOH/DSHS
Program ({
Management”

First Steps /SN
State Team NV

First Steps L

Agency
Coordinators

Other
Stakeholders
*Provider (
Agencies
*Providers
Legislative
*Federal

FIRST

Y

orkflow Process

Step 1: Raise Concerns/Identify Needs

Step 3: Step 10: DzéiesFi)Jnsénn
Project Approval Project Status Project
: Step 7-Begin Implementation : y
or “Pilot” :
* Begin coordination with pilot
groups,
« Put into action project plan : ’
FRCC Step 7: . Step 15:
Step 2: aCtIVItIeS’ i Begin Step 9: | MeaiLerz :32r6'ect Post Project
consult| o Schedule work sessions and Implementation Monitor Project Outcome SJ Implementation
. or “Pilot” Review
training,
« Implement communication i 1 1
strategy, and
« Identify project resources and
contacts.
A A A
Step 5: Step 8: Step 11: St?:z”M:
Project Kick-Off Work Sessions Project Status Implementation
— I N V—/\ _/
Y YT
PLAN DO ACT/CHECK
Page 44
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|
Recommended CQI Model — Step 8: Work Sessions

orkflow Process

Step 3:
DOH/DSHS ) Project Approval
Program (
Management”
Y
[2]
el
Q
(9]
z
e
First Steps LN = | | Step 2:
State Team V| 3
B
£
[0
(&)
C
[e]
(&)
[0}
7]
©
o
First Steps a
/| Q
Agency &

Coordinator:

Other

Stakeholders
*Provider (

Agencies
*Providers

Legislative

*Federal

FIRST

Y

S \

First Steps-CQI Project Report,

June 2007

N

Step 8-Work Sessions

Begin work sessions, meetings,
teleconferences, etc.
Conduct/facilitate any training.
Each meeting is an opportunity to discus$
issues, problems and work towards
resolutions.

Each meeting provides communication an
outreach opportunities.

Providers need to identify and allocate
appropriate resources to help support the
project such as participating in work
sessions, meetings, phone calls, trainings,
etc.

Step 5:
Project Kick-Off

Step 8:
Work Sessions

Step 10:
Project Status

Step 9:
Monitor Project

PLAN

Page 45

DO

Step 11:
Project Status

Step 13:
Decision on
Project

[

Step 12:
Measure Project
Outcomes

Step 15:
Post Project
Implementation
Review

[

4

Step 14:
Full
Implementation

V
ACT/CHECK

S
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e
Recommended CQI Model — Step 9: Monitor Project

DOH/DSHS /)|
Program \—/

Management

First Steps  (
State Team

First Steps 1 N
Agency NV

Coordinators

Other
Stakeholders
*Provider °
Agencies
*Providers
Legislative
*Federal

FIRST

iy First Steps-CQI Project Report,

JL

Step 1: Raise Concerns/Identify Needs

1L

orkflow Process

v

Step 3: Step 10: DS(t:’issri);ns;)n
Project Approval Project Status Project
A A Y
A A ¥
: Step 7: . Step 15:
Step 2: Step 4: Revis?etzpFeihalize Begin i MeaSstuerFe) Lzréject Post Project
Consult Formalize Project Project Plan Implementation Monitor Project Outcomes Implementation
or “Pilot” Review
A / A
Step 9-Monitor Project:
» Progress check on tasks, timelines,
outcomes, and process. .
» Opportunity to make adjustments in t K
v 3 project based on progress and feedb K
» Provide project status to management, ’
St s seps || f:oordlnators, providers, and all 4:
Project Kick-Off Work Sessions impacted stakeholders. ation
PLAN DO ACT/CHECK
Page 46
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e
Recommended CQI Model — Step 10: Project Status

v
13:
obee Step 3: Step 10: Dzé’fsﬁ’on .
y Project Approval Project Status )
Program ( Project
Management”
Y
Step 10-DO/Project Status
. * Project updates should occur
3 ! ’ throughout the project and should
_ > Step 6: Step 7: include the following: Step 15:
First Steps LN E | ) Step 2: Step 4: Revise & Finalize Begin ' Post Project
State Team | § Consult Formalize Project Project Pian Implementation = Updates on any issues, problems, Implementation
2 or et and resolutions; review
8 = Opportunities for management ‘
o . .
g Intervention;
S . Opportunltles for project
et Steps < adjustments; etc.
N ©
Agency &
Coordinators
, , | I
Other Step &: Step &: Step 11: Stiz”M:
Stakeholders Project Kick-Off Work Sessions Project Status Implementation
*Provider (
Agencies
*Providers
Legislative
*Federal L]
— N - /
V Y
T PLAN DO ACT/CHECK
iy First Steps-CQI Project Report,
STEPS g Page 47
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|
Recommended CQI Model — Step 11: Project Status

v
Step 3: Step 10: nSt;eﬁ 13: i
DOH/DSHS Project Approval i
M:r:gg;me S Step 11-Project Status
7y * Project updates on progress and
decisions that may impact providers.
» Frequent updates build communication
” channels, helps minimize confusion,
§ ’ clarify perceptions, and build
. Step 7: HROH Step 15:
First Steps A1\ % N Step 2: Step 4 RevisthpFeihalize Begin Credlblllty' . i Post Project
State Team 7| 8 Consult Formalize Project Project Plan Implementation |§ # Ensure communication reaches alll Implementation
B oo impacted stakeholders. e
g i « Providers are responsible for requesting 1
< information, clarification and providing
(2} - -
S constructive feedback regarding the
FirstSteps . | & communication.
Agency ( %
Coordinators
Y
Other Step 5 Step 8: e St?:ZnM:
Stakeholders Project Kick-Off Work Sessions Project Status Implementation
«Provider (
Agencies
*Providers
Legislative
*Federal L]
T PLAN DO ACT/CHECK
iy First Steps-CQI Project Report,
e June 2007 Page 48
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e
Recommended CQI Model — Step 12: Measure Projecdmgs

v
Step 3: Step 10: DStt:‘iesF?oLim
DOH/DSHS y Project Approval Project Status .
Program ( Project
Management
A A A
% : ’
z ) Step 7: Step 15:
) 2 _ _ Step 6: ) ) Step 12 ;
First Steps 1_r € Jen? St_ep 5 i Revise & Finalize Im IeBr:(g!:ation Monistz)eergrdect VeenuE e |mP?zthr”otJ:§é”
State Team NV g Consult Formalize Project Project Plan p! nenta J Outcomes p g
> or “Pilot Review
GE.) A A
Q
8
3 Step 12-Measure Project
©
4 Outcomes
Fi/r\st Steps